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What this paper adds:
•	 A	review	of	pertinent	literature	documenting	and	exploring	ethnic	inequalities	in	health.
•	 Evidence	using	existing	data	in	a	novel	way	to	illustrate	that:






Issues	 of	 social	 justice	 and	 social	 and	 spatial	 inequalities	
in	 health	 have	 long	 been	 researched,	 yet	 there	 is	 a	 relative	
paucity	 of	 research	 on	 ethnic	 inequalities	 in	 health.	 Given	
the	 increasing	 ethnic	 diversity	 of	 England’s	 population	 and	
the	 persistence	 of	 unjust	 differences	 in	 health	 this	 research	








to	 socioeconomic	 and	 spatial	 difference	 for	 explanations	 of	
ethnic	inequalities	in	health,	rather	than	any	supposed	inherent	
underlying	risk	of	poor	health	for	minority	ethnic	groups.	
Keywords: Health	 inequalities,	 Ethnicity,	 England,	 Health	
Survey	for	England,	Logistic	regression
Introduction
The	 Marmot	 Review	 (Marmot,	 2010)	 reported	 on	 health	
inequalities	within	 the	UK.	 Implicit	 in	 the	 report’s	 title,	 ‘Fair	
Society	 Healthy	 Lives’,	 is	 that	 health	 inequalities	 are	 the	
product	 of	 an	 unfair	 society.	 Whilst	 issues	 of	 social	 justice	








that	 existing	 discussions	 of	 social	 and	 spatial	 inequalities	 in	
health	 also	 capture	 ethnic	 disparities.	 Explanations	 for	 ethnic	












in	 culture.	 However,	 there	 is	 little	 evidence	 that	 cultural	
factors	have	an	important	explanatory	role	in	explaining	health	











life-style	 following	migration	 to	Western	 states	 (Gujral	et al.,	
2013).	However,	a	recent	systematic	review	of	genomic	research	
investigating	 racial	 disparities	 in	 CVD,	 decisively	 concluded	
that	 ‘the accumulated evidence for a genetic contribution to 
CVD disparities in blacks versus white has been essentially nil’	
(Kaufman	et al.,	2015:	468).	Susceptibility	to	specific	morbidities	
which	 may	 be	 associated	 with	 differences	 in	 culturally	
influenced	lifestyle	choices	or	the	prevalence	of	insulin	resistant	
genes,	 for	 example,	 do	 not	 adequately	 explain	 overall	 ethnic	
differences	in	health.	There	is	no	inherent	underlying	biological	
risk	of	poor	health	 for	minority	ethnic	groups	 (Nazroo,	2001;	
Bhopal	et al.,	2002)	as	 the	 results	of	Kaufman	et al.’s	 (2015)	
study	clearly	showed.	If	differences	in	culture	or	genetics	have	






Health	 invariably	 follows	 social	 and	 spatial	 gradients	 with	
inequalities	 observed	 by	 social	 class,	 income,	 educational	
attainment	 and	 area-based	 deprivation	 (Smith	 et al.,	 1997;	
Graham,	2000;	Mackenbach	et al.,	2008;	Wilkinson	and	Pickett,	
2010;	 Stafford	 and	 Marmot,	 2003).	 Different	 ethnic	 groups	
are	 disproportionately	 distributed	 across	 the	 social	 classes	 or	
between	area-types,	achieve	different	levels	of	qualifications	or	
earn	 different	 incomes	 (e.g.	Modood,	 1997).	Whilst	 ethnicity	
may	not	be	directly	 relevant	 to	health,	 it	 is	evidently	 relevant	
to	 experiences	 or	 access	 to	 social	 determinants	 of	 health.	 To	
exemplify,	 consider	 that	more	 than	half	 of	Maori	 populations	
in	New	Zealand	live	in	the	most	deprived	areas	and	experience	
some	 of	 the	 poorest	 health	 in	 New	 Zealand;	 the	 association	
between	deprivation	and	mortality	is	significantly	stronger	for	
Maori	 compared	 to	 non-Maori	 groups	 (Robson	 and	 Harris,	
2007:	38).	Similar	patterns	and	associations	are	found	globally.	
Thus,	 the	 indirect	relevance	of	ethnicity	 to	health	necessitates	
consideration	 of	 ethnicity	 in	 discussions	 of	 social	 and	 spatial	
inequalities	in	health.	
Single	 measures	 of	 socioeconomic	 status	 often	 inadequately	
describe	 the	 complexity	 of	 the	 social	 and	 spatial	 inequalities	
faced	 by	 ethnic	 minority	 groups	 (Chandola,	 2001;	 Cooper,	
2002).	 Previous	 use	 of	 such	 measures	 has	 included	 salary	
differences	 between	 ethnic	 groups	 assigned	 to	 the	 same	
occupational	 class	 (Nazroo,	 1997)	 and	 unemployment	figures	
which,	at	the	time,	showed	that	minority	ethnic	men	were	more	
likely	 to	 be	 unemployed	 or	 employed	 in	 part-time	work	 than	












robust	data	 should	not	undermine	efforts	 to	use	 that	which	 is	
available.	Indeed	this	was	the	impetus	for	Ajwani	et al.’s (2003)	
and	Blakely	et al.’s	(2007)	innovative	work	anonymously	and	
probabilistically	 linking	 death	 registrations	 to	 census	 data	




et al.,	2013;	Bécares	et al.,	2013;	Mitrou	et al.,	2014)	consistently	
demonstrated	 that	 ethnic	 inequalities	 in	health	 are	perpetuated	
within	 unfair	 societies,	 divided	 along	 social	 and	 economic	
lines,	 and	 worsened	 by	 discrimination	 or	 the	 marginalisation	
of	minority	ethnic	groups.	Although	the	socio-political	context	
may	 vary,	 a	 common	 theme	 is	 that	 minority	 ethnic	 groups	
are	 disproportionately	 concentrated	 in	 more	 disadvantaged	
circumstances	 characterised	 by	 poorer	 quality	 housing	 or	
temporary	tenancies	(private	and	social	rentals);	unemployment,	
under-employment,	 or	 employment	 in	 low	 skilled	occupations	
(Nazroo,	1997);	 lower	 levels	of	educational	attainment	or	 less	
return	on	their	educational	investment	(Lynch	and	Kaplan,	2000;	
Krieger	et al.,	1993);	and	low	incomes	(Hills	et al.,	2010;	Nandi	




disadvantaged	 circumstances,	 (Modood	 et al.,	 1997;	 Nazroo,	
1998;	Barnard	and	Turner,	2011)	it	is	reasonable	to	assume	that	
they	will	also	experience	poorer	health.	
The	marginalisation	 of	minority	 ethnic	 groups	 in	 society	 is	 a	
form	 of	 racial	 discrimination,	 evident	 across	 the	 world	 from	
the	 United	 States	 (Williams	 and	 Mohammed,	 2009)	 to	 New	
Zealand	 (Harris	 et al.,	 2006).	 In	 England	 the	 educational	
attainment	 gap	 between	 ethnic	 groups	 is	 a	 permanent	 feature	
of	 the	 education	 system	due	 to	 the	 inherent	 structural	 racism	
unconsciously	 practiced	 in	 schools	 and	 which	 may	 explain	
differences	 in	 earnings	 between	 ethnic	 groups	 (Gibson	 2008,	
Nazroo,	1997)	or	different	opportunities	 in	 the	workforce	and	




and	 2013	 (down	 to	 11.9	 percentage	 points	 from	 15.2),	 gaps	
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persist	(DWP,	2014).	Racism	is	not	only	divisive,	compounding	








explored	 in	 the	 literature	cited	here.	This	 review	has	outlined	
evidence	 illustrating	 that	 ethnic	 inequalities	 in	 health	 are	 the	
product	of	an	unfair	society,	deserving	substantive	consideration	
in	 reports	 such	 as	 the	 Marmot	 Review.	 The	 possibility	 of	
a	 multiplicative	 effect	 of	 being	 of	 a	 certain	 ethnicity	 and	
experiencing	 multiple	 socioeconomic	 disadvantages	 may	
explain	a	large	amount	of	observed	ethnic	inequalities	in	health.	
This	paper	contributes	to	the	evidence	base.	It	aims	to
a)	 quantify	 ethnic	 inequalities	 in	 health	 over	 a	 long-run	
time-series.
b)	 examine	 whether	 these	 inequalities	 remain	 when	
sociodemographic	circumstances	are	accounted	for.
We	do	this	by:
a)	 accessing	 annual	 data	 from	 the	 Health	 Survey	 for	
England	and	harmonising	variables	over	time.
b)	 calculating	 a	 time-series	 of	 health	measures	 by	 ethnic	
group.
c)	 modelling	 health	 outcomes	 controlling	 for	 various	
sociodemographic	attributes.





household	 survey	 of	 England’s	 population	 covering	 a	 range	
of	 core	 topics	 each	 year	 alongside	 rotating	 special	 themes.	
Although	 the	HSE	 is	used	 to	 investigate	ethnic	differences	 in	




availability	of	 sufficiently	 consistent	 variables	but	 is	 a	 period	
which	 is	 apt	 for	 analyses	 of	 ethnic	 difference	 and	 changing	
population	health.	England	became	increasingly	diverse	with	the	
UK’s	White	population	reducing	from	91.4%	to	86%	between	
1991	 and	 2011	 (ONS,	 2012).	 This	 period	 was	 characterised	
by	 sustained	 economic	 growth	 from	 1998	 to	 2007	 (Barr	 et 







variables	 are	 derived	before	 creating	 a	 1998-2011	 time-series	






variables.	For	the	latter,	‘less than good health’ is	classed	as	poor	
health.	Both	measures	are	widely	used	in	the	health	inequalities	
literature	and	self-assessed	health	in	particular	has	been	shown	
to	 be	 a	 valid	 measure	 for	 investigating	 ethnic	 differences	 in	
health	(Chandola	and	Jenkins,	2000).	The	independent	variables	
included	 are	 widely	 acknowledged	 as	 social	 determinants	 of	
health.	 These	 variables	 characterise	 various	 social	 and,	 to	 a	
small	 extent	 given	 the	 lack	 of	 geographic	 detail	 in	 the	HSE,	
spatial	experiences	between	ethnic	groups	in	England.	
Age	is	collapsed	into	five	categories	to	reflect	breaks	in	the	life-










on	 occupation),	 a	widely	 used	measure	 in	 health	 literature.	To	
avoid	small	numbers,	classes	I	and	II,	and	IV	and	V	are	combined,	
and	Government	Office	Region	 (GOR)	 is	 simplified	 to	North,	
Yorkshire	and	the	Humber,	Midlands,	London,	East	of	England,	
and	South.	Educational	 attainment	distinguishes	between	 those	
qualified	 at	 degree	 level,	 those	 qualified	 below	 this	 threshold	
and	 those	 with	 no	 qualifications	 (including	 foreign	 and	 other	












Data	 were	 pooled	 over	 rolling	 three-year	 periods	 to	 smooth	
annual	 fluctuations	 and	 increase	 sample	 sizes.	 Changing	
population	 health	 by	 ethnic	 group	 was	 first	 assessed	 using	












were	 also	 calculated	 to	 explore	 inequalities	 within	 the	 South	
Asian	groups.
The	 relationships	 between	 each	 health	 outcome	 and	 the	
independent	variables	were	then	modelled	using	binary	logistic	






Thus,	 using	 samples	 from	 repeated	 cross-sectional	 data	 of	
England’s	 population,	 we	 examined	 ethnic	 inequalities	 in	
health	 between	 1998	 and	 2011	 using	 SIRs	 to	 quantify	 these	
inequalities.	Rate	ratios	were	then	used	to	assess	whether	gaps	
in	 health	 between	 ethnic	 groups	 had	 widened,	 constrained	








using	 the	 SIRs.	 For	 both	 health	 outcomes,	 the	 Pakistani	 and	
Bangladeshi	 group	 has	 relatively	 poor	 health	 circumstances.	
After	an	 initial	decline,	 the	SIRs	climb	from	around	2005	for	
LLTI,	 and	 2002	 for	 poor	 health.	 Further,	 the	 SIRs	 invariably	
remain	above	100	indicating	consistently	poorer	than	expected	
health	 for	 both	 health	 outcomes.	 Conversely,	 levels	 of	 poor	
health	for	Indian	and	Black	groups	are	in	decline	with	the	SIR	
for	 LLTI	 falling	 to	 less	 than	 100	 from	 2000.	 However,	 the	
SIRs	for	these	ethnic	groups	remain	above	100	for	poor	health,	

































White Black Indian Pakistani & Bangladeshi
Figure 1: Changing population health: standardised illness ratios by ethnic group, 1998-2001 to 2009-2011, Health Survey for 
England.
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group	by	2008.	In	both	health	outcomes,	the	White	group	tends	
to	have	expected	levels	of	LLTI	and	poor	health	over	the	study	
period.	 However,	 this	 is	 largely	 because	 the	 Whites	 are	 the	
majority	population.	
The	SIRs	 indicate	 that	 a)	minority	 ethnic	 groups	 consistently	
have	higher	than	expected	levels	of	poor	health	with	significantly	
higher	levels	in	the	Pakistani	and	Bangladeshi	group;	b)	Indian	
and	 Black	 groups	 have	 lower	 than	 expected	 levels	 of	 LLTI,	
below	those	of	the	White	majority;	c)	the	health	of	Pakistani	and	
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groups	 is	 narrowing	 over	 time.	 For	 LLTI,	 this	 indicates	 that	
these	groups	fare	better	than	the	White	majority.	
Differences	 in	 health	 between	 the	 Indian	 and	 the	 Pakistani	
and	 Bangladeshi	 groups	 are	 evidenced	 by	 widening	 gaps	
for	 both	measures.	For	LLTI,	 the	 largest	 health	 gap	 is	within	
these	 South	 Asian	 ethnicities.	 Recognising	 these	 divergent	
health	 experiences	 is	 important	 given	 a	 tendency	 to	 group	
these	ethnicities	together	in	public	and	academic	research	(e.g.	
Norman	and	Fraser,	2013).	
Comparing	 the	 distributions	 of	 each	 ethnic	 group	 within	 the	
independent	variables	(Table	1)	over	time	is	revealing	regarding	
persisting	 and	 changing	 inequalities.	 Indians	 consistently	
have	 high	 concentrations	 in	 more	 advantaged	 circumstances:	
higher	social	classes,	in	employment,	educated	to	degree	level	
or	 above,	 living	 in	 owner-occupation.	This	 contrasts	with	 the	
socioeconomic	experiences	of	Black,	Pakistani	and	Bangladeshi	
groups	 who	 tend	 to	 be	 concentrated	 in	 more	 disadvantaged	
circumstances:	lower	social	classes,	unemployed	or	economically	
inactive,	 lower	 levels	 of	 educational	 attainment	 and	 living	 in	





Notwithstanding	 the	 coarse	 GOR	 geography	 available	 in	 the	
HSE,	 there	 are	 differences	 in	 the	 spatial	 distribution	 of	 these	
ethnic	groups.	Whilst	the	minority	ethnic	groups	overwhelmingly	
concentrate	 in	 London,	with	Black	 groups	 having	 the	 largest	











variables.	 To	 determine	 the	 contribution	 of	 socioeconomic	
and	 spatial	 variables	 to	 differences	 in	 health,	 models	 1b	 and	
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Note: W = White, B = Black, I = Indian, P and B = Pakistani and Bangladeshi
Table 1: Ethnic groups within social class, economic status, educational attainment, housing tenure and Government Office 
Region (%), Health Survey for England, 1998-2000 to 2009-2011.
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Relative	 to	 the	White	 group,	 from	2000-2002	onwards	Black	
and	 Indian	 groups	 have	 lower	 likelihoods	 of	 LLTI	 whereas	
the	 Pakistanis	 and	 Bangladeshis	 have	 higher	 odds	 (mainly	
significant).	Conversely,	the	odds	of	poor	health	are	significantly	
raised	for	Black	groups	up	to	2008-2010,	mainly	significantly	
raised	 for	 Indian	 groups,	 and	 consistently	 significantly	 raised	
for	Pakistanis	and	Bangladeshis.
Models	1b	and	2b	also	adjust	for	the	socioeconomic	variables	
and	 GOR.	 For	 both	 health	 outcomes,	 social	 classes	 IIIN	 to	




and	 poor	 health	 are	 generally	 consistent	 with	 expectations.	
Spatial	 differences	 in	 health,	 particularly	 between	 the	 North	
and	 South,	 are	 demonstrated	 by	 the	 generally	 significantly	
lower	odds	of	LLTI	and/or	poor	health	for	the	East	of	England,	






Model	 1b	 in	 table	 2,	 shows	 persons	 of	 Black	 ethnicity	 have	
significantly	higher	odds	 than	 the	White	group	 for	LLTI	until	
2007-2009,	for	recent	years	there	are	no	differences.	For	poor	
health	 in	model	 2b,	 as	 shown	 in	 table	 3,	 Black	 groups	 have	






ORs	 indicate	 the	 position	 of	 groups	 relative	 to	 the	 outcome	
for	 the	reference	group.	 Insights	can	be	gained	by	calculating	
modelled	probabilities	that	demonstrate	the	different	chances	of	
Model 1a: Demographic variables Model 1b: Demographic, Socioeconomic variables 































































5.51 (4.24, 7.16) 
White
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Note: Statistically significant results are italicised.
Table 2: Binary Logistic Regression - Modelling limiting long-term illness using the Health Survey for England, 1998 – 2011.
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LLTI	or	poor	health	for	each	group.	These	show	that	a	White	
individual	 in	classes	 I	and	 II	 living	 in	 the	North	has	a	higher	
probability	of	LLTI	than	if	they	lived	in	the	South	(3.9%	versus	
2.9%	in	2009-2011).	An	Indian	living	in	the	South	in	the	same	
social	 classes	 has	 the	 health	 chances	 of	 the	White	 individual	
living	in	the	North	(3.9%	probability	of	LLTI).	The	probability	
of	LLTI	climbs	to	5.2%	for	an	Indian	of	classes	I	and	II	living	
in	 the	 North.	Whilst	 more	 favourable	 socioeconomic	 (higher	




over	 time,	 the	highest	 probabilities	 are	 consistently	 found	 for	
ethnic	minorities,	controlling	for	social	and	spatial	variations.	
Discussion
We	 aimed	 to	 quantify	 ethnic	 inequalities	 in	 health	 over	 time	
and	 examine	 whether	 inequities	 experienced	 by	 different	
ethnic	 groups	 remain	 after	 accounting	 for	 sociodemographic	
circumstances.	In	quantifying	ethnic	inequalities	in	health,	our	
results	suggest	that	inequalities	appear	to	be	widening	between	
the	White	 and	 Pakistani	 and	 Bangladeshi	 groups	 and	 within	
South	Asian	ethnicities	by	general	health	 and	LLTI	as	 shown	
in	figure	2.	Conversely,	health	inequalities	between	White	and	





















































































































































































Note: Statistically significant results are italicised.
Table 3: Binary Logistic Regression - Modelling poor health using the Health Survey for England, 1998 to 2011.
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Black	 or	White	 and	 Indian	 groups	 have	 narrowed	 such	 that	








Bangladeshis	 remained	 concentrated	 in	 more	 disadvantaged	
circumstances	as	seen	in	table	1.	The	relative	disadvantage	of	
certain	groups,	particularly	Pakistani	and	Bangladeshi	groups,	















is	 a	 valid	measure	 to	 investigate	 ethnic	 differences	 in	 health	
(Chandola	 and	 Jenkins	 2001).	 Perhaps	 the	 actual	 health	 of	
ethnic	groups	more	closely	matches	the	picture	revealed	by	poor	
health	than	LLTI.	
In	 examining	 whether	 inequities	 experienced	 by	 different	
ethnic	 groups	 remain	 after	 accounting	 for	 sociodemographic	
circumstances,	 our	 results	 were	 clear.	 The	 addition	 of	








this	 group	 moved	 from	 significantly	 lowered	 to	 significantly	
raised	odds	of	LLTI	relative	to	the	White	group	when	accounting	
for	social	and	spatial	variables.	Conversely,	the	opposite	effect	
was	 found	 when	 modelling	 poor	 health.	 Given	 the	 more	
advantaged	 circumstances	 of	 Indians	 relative	 to	 not	 only	 the	
White	group,	but	also	Pakistanis	and	Bangladeshis	combined,	
we	might	have	anticipated	lowered	odds	of	LLTI	when	adjusting	





questioned	whether	 socioeconomic	 indicators	are	 sufficient	 to	
capture	these	patterns	for	ethnic	groups.	They	called	for	better	
data	 to	 alleviate	 concerns	 about	 sample	 sizes	 and	 allow	 for	
discrete	analysis	of	Indians,	Pakistanis	and	Bangladeshis.
Results	 from	 our	 analyses	 are	 consistent	 with	 the	 wider	
literature	with	 the	 influence	 of	 ethnicity	 on	 health	 decreasing	




there	 is	 evidence	 that	wider	 experiences	 of	 racial	 harassment	
and	 discrimination	 experienced	 by	 minority	 ethnic	 groups	
account	for	these	differences	(e.g.	Nazroo,	1998;	Harris	et al.,	
2006;	Harris	et al.,	2012)	rather	than	genetics	or	culture.	
The	 possible	 multiplicative	 or	 additive	 penalty	 of	 minority	
ethnic	 status	 is	 perhaps	 evident	 in	 our	modelled	 probabilities	
of	LLTI.	 Probabilities	 vary	 between	 ethnic	 groups	within	 the	
same	social	class	and	area	suggesting	that	the	influence	of	social	
class	 or	 area	 on	 health	 is	 not	 necessarily	 equally	 beneficial	
or	 deleterious	 for	 different	 groups.	 Thus,	 the	 influence	 of	
socioeconomic	position	on	health	is	in	some	part	contingent	on	




their	more	 prosperous	 circumstances?	This	 is	 consistent	with	
differences	in	income	between	ethnic	groups	of	the	same	class	
(Nazroo,	 1997),	 the	 employment	 gap	 (DWP,	 2014)	 and	 the	




socioeconomic	 circumstances	 also	 highlights	 the	 possible	
inadequacies	 of	 existing	measures	 of	 socioeconomic	 position	
when	 applied	 to	 different	 ethnic	 groups.	 Our	 results	 support	
previous	work	highlighting	the	shortcomings	of	these	measures	
(e.g.	Harding,	 2003).	These	measures	may	not	 fully	 illustrate	




Further	 work	 should	 investigate	 how	 ethnicity	 may	 interact	
differently	with	different	socioeconomic	attributes	to	influence	
health	 for	 different	 ethnic	 groups.	 Sample	 sizes	 in	 the	 HSE	
prevented	this	from	being	investigated	here.	However,	we	can	
assert	that	if	the	influence	of	socioeconomic	and	spatial	factors	
on	 health	 varies	 between	 ethnic	 groups,	 whether	 or	 not	 this	
relates	to	issues	of	marginalisation	or	the	operation	of	an	ethnic	
penalty,	 then	 it	 cannot	 be	 assumed	 that	 existing	 discussions	





rising	 and	 falling	 economic	 prosperity,	 targeted	 intervention	








ethnic	 detail	 as	 possible.	 Although	 a	 large	 scale	 survey,	 the	
sample	 sizes	 are	 not	 large	when	 analysing	 ethnic	differences.	






detailed	 as	 possible	 and	 still	 valuable	 in	 investigating	 ethnic	
variations	in	health.	
Finally,	 the	 measure	 of	 social	 position	 reflects	 availability	
within	 the	 HSE	 and	 allows	 comparability	 with	 existing	








The	 inability	 to	 assign	 social	 class	 may	 also	 mask	 gendered	
differences	in	not	only	social	class,	but	also	economic	activity	
and	educational	attainment	between	ethnic	groups	which	may	










ethnic	differences	 in	health	by	using	 the	HSE	 in	a	novel	way	
by	focussing	on	a	time	period	appropriate	to	the	study	of	ethnic	
differences.	The	novelty	of	 this	approach	rests	 in	 the	creation	







between	 socioeconomic	 and	 spatial	 differences	 and	 ethnicity	
to	explain	ethnic	health	gradients.	We	demonstrate	that	neither	
ethnicity	alone,	nor	existing	discussions	of	socioeconomic	and	
spatial	 inequalities	 are	 sufficient	 to	 account	 for	 ethnic	 health	
gradients	 thus	 necessitating	 a	more	 substantive	 discussion	 of	
ethnic	inequalities	in	health	within	the	policy	agenda.	
The	 possible	 multiplicative	 deleterious	 effects	 of	 being	 of	 a	
certain	 ethnicity	 and	 experiencing	 disadvantage	 necessitates	
more	focussed	discussions	on	ethnic	socioeconomic	inequalities	
in	health.	We	cannot	assume	either	that	minority	ethnic	groups	
are	 genetically	 predisposed	 to	 poorer	 health	 or	 that	 existing	
discussions	 of	 socioeconomic	 and	 spatial	 difference	 fully	
capture	the	contrasting	experiences	of	different	ethnic	groups.	
We	 account	 for	 socioeconomic	 inequalities	 between	 ethnic	
groups	 with	 available	 measures	 of	 class,	 economic	 status,	
tenure,	 educational	 attainment	 and	 area.	 However,	 these	
measures	are	unlikely	to	capture	the	full	complexities	of	these	
inequalities	 between	 ethnic	 groups	 (Chandola,	 2001).	 It	 is	
possible	our	 results	 based	on	 these	uni-dimensional	measures	
underestimate	 the	 extent	 to	 which	 socioeconomic	 difference	
explains	ethnic	 inequalities	 in	health.	Whilst	more	research	 is	
required,	 our	 results	 contribute	 to	 the	 growing	 evidence	 base	
which	 demonstrates	 the	 role	 of	 socioeconomic	 and	 spatial	
difference	 in	 contributing	 to	 ethnic	 inequalities	 in	 health.	
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